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A 70 year old male patient with an old trans-
mural inferior myocardial infarction suffered
monomorphic ventricular tachycardia (VT)
during exercise. A 95% stenosis of the left
anterior artery and occlusion of the circumflex
artery were observed. The left ventricular ejec-
tion fraction was 68%. No residual ischaemia
was detected after balloon angioplasty. During
electrophysiological testing, ventricular fibril-
lation (VF) could be induced. A subpectoral
cardioverter defibrillator (Medtronic PCD
7218) was implanted. Defibrillation threshold
was 3 J, the R wave 18 mV (fig 1). VF therapy
was programmed from 180 beats/min.

Three weeks later, the patient received a
shock during a sinus rhythm of 1 2 beats/min.
In the next 12 hours, he received several
shocks during sinus rhythm. On admission,
questioning revealed that he had received 19
shocks during 44 episodes of "tachycardia".
Stored ECGs of the last three episodes showed

T wave sensing, leading to detection of VF
during sinus rhythm (fig 2).

Sensing parameters were adjusted. During
observation only a short episode of atrial fibril-
lation was seen. Eight hours after admission,
he developed cardiogenic shock. A new right
bundle branch block and ST segment changes
occurred. An echocardiogram showed a
dilated right ventricle, with a small, hypo-
kinetic left ventricle. Pulmonary embolism was
diagnosed. The patient's status deteriorated
within minutes towards cardiac arrest.
Massive pulmonary embolism was confirmed
on autopsy, with a saddle embolus in the main
pulmonary artery.

Implantable cardioverters defibrillators have
been associated with a very high complication
rate, including inappropriate shocks.' 2 The
most important causes are atrial fibrillation,
regular supraventricular tachycardia, and non-
sustained VT.12Other mechanisms include

Figure 1 Intracardiac
ECG at the time of
implantation. Appropriate
sensing of VF and of sinus
rhythm after conversion.
The sensitivity was
programmed to 0 3 mV.

Figure 2 Intracardiac
ECG at the time of
inappropriate shocks.
Event markers show T
wave sensing with double-
counting. TS, tachycardia
sensed; FS, fibrillation
sensed; FD, fibrillation
detected.
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magnet application, pacemaker interference,
rate sensing lead malfunction, and oversens-
ing.' Our patient had T wave sensing with
double counting. Lead fracture as a possible
cause for shocks during movements can lead
to sensing of muscle potentials. Oversensing
occurred in one of 24 patients with similar
devices.2 To our knowledge, this is the first
report in which pulmonary embolism as a pos-
sible cause ofT wave sensing is described. It is
logical that haemodynamic changes can lead
to altered repolarisation, and hence T wave
changes. Therefore, acute, inappropriate dis-
charges should always lead to suspicion of this
disease. Thrombolytic therapy can be indi-
cated if the diagnosis is made. Pulmonary
embolism is not exceedingly rare in this popu-
lation. Our group had one case in 24 patients2;
others had three of 241 patients, one of 59,
and one of 368.1"4 This is not surprising, as
many patients have a low output state, often
limiting physical activities.2 Finally, an
endovascular electrode might serve as a nidus

for thrombosis.' 5 In a small series, it was
shown that the incidence of floating vegeta-
tions on leads is not different between aspirin
and anticoagulant treatment.5 Further investi-
gation in this domain is needed, as certain
subgroups could benefit from aspirin or war-
farin treatment.
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